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Exposure to Violence and
Early Childhood Trauma

X/
0.0

JOAN KAUFMAN
CHRISTOPHER HENRICH

The first 3 years of life include significant trau-
ma for an increasing number of children in this
country. This chapter reviews estimates of the
number of infants and toddlers who are victims
of and witness to child abuse, spousal abuse,
and community violence. The impact of early
exposure to these various forms of trauma is
discussed in relation to social and emotional
development, the emergence of trauma specific
diagnoses, alterations in biological stress sys-
tems and brain development, and later offend-
ing behavior. Mediating factors associated with
variability in child outcome are also delineated,
and treatment implications are briefly dis-
cussed.

It has been hypothesized that trauma that oc-
curs during the first 3 years of life will have
particularly pernicious effects, given the rapid
changes that occur in brain architecture during
this developmental period (Perry, Pollard,
Blakey, Baker, & Vigilante, 1995). The data re-
viewed in this chapter provide preliminary sup-
port for this hypothesis. They also highlight
considerable heterogeneity in the outcome of
traumatized children. Numerous intrinsic and
extrinsic risk and protective factors mediate
children’s response to trauma, and careful con-
sideration of these and other developmental
factors is essential to devise effective interven-
tions for traumatized youth.

195

RATES OF TRAUMA EXPOSURE
IN YOUNG CHILDREN

Among industrialized nations, the United
States ranks last in protecting its children from
violence (Children’s Defense Fund, 1998). In-
fants and toddlers are frequent victims of—and
witness to—child abuse, spousal abuse, and
community violence. Moreover, children who
experience any one of these forms of trauma
are at increased risk of experiencing the other
forms of trauma as well. As numerous studies
have documented official and survey reports to
underestimate the true rates of trauma experi-
ences (Straus & Gelles, 1990), the statistics es-
timating rates of exposure in young children
should be interpreted with caution.

In 1995 there were approximately I million
substantiated reports of child maltreatment and
1,000 child fatalities due to abuse or neglect
(U.S. Department of Health and Human Ser-
vices, 1997). Children age 3 and younger com-
prised 26% of all indicated child maltreatment
reports: 20% of physical abuse, 54% of medical
neglect, 12% of sexual abuse, and 18% of all
abandonment reports. In addition, children age
3 and under comprised the majority of all child
fatalities. Seventy-seven percent of all reported
child fatalities occurred to children in this age
group. Consistent with this finding, nonacci-
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dental injury is the leading cause of death for
children this age (Carnegie Corporation of New
York, 1994).

With regard to spousal abuse, surveys esti-
mate that 3 million couples a year engage in se-
vere violence, including kicking, punching, and
stabbing one’s partner (Straus & Gelles, 1990).
Very young children are disproportionately pre-
sent in homes with spousal abuse, with approx-
imately 50% of the domestic violence cases
that necessitate police involvement occurring in
households with a child less than 5 years of age
(Fantuzzo, Boruch, Beriama, Atkins, & Mar-
cus, 1997). Among children who witness do-
mestic violence, it is estimated that 37-63% are
also victims of child abuse and/or neglect
(Aron & Olsen, 1997).

As for figures on community violence, in
1995 more than 5,000 children died as a result
of community related violence (Children’s De-
fense Fund, 1998). Of children 1 to 5 years of
age, it is estimated that 10% witnessed a shoot-
ing or stabbing, and 47% heard gunshots at
some point in their lives (Taylor, Zuckerman,
Harik, & Groves, 1994). However, rates of vio-
lence exposure in very young children have
been derived only from maternal reports. In one
study of 6- and 7-year-olds which collected
trauma exposure data from both mothers and
children, the child interview data generated es-
timates of violence exposure that were approxi-
mately four times greater than the estimates ob-
tained from the mother interview data (Richters
& Martinez, 1993). The epidemic of domestic
and community violence affects not only chil-
dren but their caregivers and the caregivers’ ca-
pacity to nurture (Zeanah & Scheeringa, 1997).
Growing evidence suggests that children’s dis-
tress responses are strongly tied to caregivers’
experiences, and parent and child distress fol-
lowing shared traumatic experiences are posi-
tively correlated (e.g., Pynoos, Steinberg, &
Goenjian, 1996). As discussed later, this corre-
lation 1s likely mediated by both intrinsic (e.g.,
inherent vulnerability to psychopathology) and
extrinsic (e.g., social support) factors.

EFFECTS OF TRAUMA EXPOSURE

This section on the effects of trauma exposure
in young children is divided into four parts. The
first part examines core deficits that have been
identified in trauma victims across the life cy-
cle. The second part reviews trauma specific di-

agnoses assessed in early childhood. The third
section reviews psychobiological sequelae of
early trauma, and the last section discusses sex-
ual acting out and sexual offending behavior in
children abused during the first 3 years of life.

The majority of research on the effects of
trauma during infancy and toddlerhood has
been conducted in samples of maltreated chil-
dren. Little empirical work exists documenting
the effects of witnessing domestic and commu-
nity violence on very young children. When
younger children were included in empirical
studies, the age range of subject participants
tended to be quite broad. Studies conducted
with school-age children suggest that a similar
spectrum of difficulties are associated with
child abuse, domestic violence, and community
violence. In addition, the negative sequelae as-
sociated with domestic and community vio-
lence appear to be greatest in children who also
experienced intrafamilial abuse (Hughes, Park-
ison, & Bargo, 1989; Martinez & Richters,
1993).

Core Deficits

Certain core deficits have been observed in trau-
ma victims across the life cycle (Briere, Berlin-
er, Bulkley, Jenny, & Reid, 1996; Cicchetti &
Toth, 1995; Green, 1981). These include prob-
lems with (1) interpersonal relationships; (2) af-
fect regulation; and (3) self-development.
Whereas problems in these domains have been
reported across the life cycle, their manifesta-
tions vary at different developmental levels. In
addition, not all traumatized individuals experi-
ence difficulties in each of these areas. In one
study that examined difficulties in maltreated
children across three different domains of func-
tioning (Kaufman, Cooke, Arny, Jones, & Pittin-
sky, 1994), 45% of the sample had problems in
all three areas, 37% had difficulties in two areas,
13% only had problems in one area, and 5% of
the sample were functioning competently in all
domains assessed. As discussed later, there is
considerable heterogeneity in adaptation and ar-
eas of problematic functioning within samples
of trauma victims.

Interpersonal Relationships

In terms of the effects of trauma on interper-
sonal relationships, studies conducted with
maltreated infants and toddlers report problems
in relationships with primary caregivers and



Exposure to Violence and Early Childhood Trauma 197

with peers. Numerous studies have documented
that maltreated infants and toddlers are signifi-
cantly more likely than controls to have inse-
cure attachment relationships with their prima-
ry caregivers (Crittenden, 1981, 1992;
Schneider-Rosen, Braunwald, Carlson, & Cic-
chetti, 1985). A number of investigators also
observed that many maltreated children could
not be classified using the traditional Strange
Situation (Ainsworth, Blehar, Waters, & Wall,
1978) scoring procedures leading to Main and
Solomon’s (1990) description of the disorga-
nized/disoriented (Type D) attachment classifi-
cation. Children with disorganized/disoriented
attachments lack an organized strategy for
seeking proximity to caregivers following brief
separations (Cicchetti & Toth, 1995). A child
with a disorganized attachment to his mother
may exhibit such bizarre behaviors as freezing
or stereotypical rocking or may display such
contradictory actions as running to the doorway
when his mother calls his name, then screaming
and pulling away from her after she reenters the
room. In one study of 12-month-old maltreated
infants (Carlson, Cicchetti, Barnett, & Braun-
wald, 1989), 81% were classified disorganized,
compared to only 19% of the comparison chil-
dren. In another study of 36-month-old mal-
treated children (Cicchetti & Barnett, 1991),
only 28% were classified disorganized, sug-
gesting that the proportion of disorganized at-
tachment classifications may decrease signifi-
cantly with age.

Problems in peer relationships have also
been reported in several studies of young trau-
matized children. Maltreated toddlers tend to
be more aggressive with their siblings than are
controls (Crittenden, 1992) and to display more
withdrawal and more aggressive behaviors
when interacting with peers in a day-care set-
ting (George & Main, 1979). They have also
been found to have quite disturbing responses
to witnessing a peer’s distress (Main & George,
1985). Under these circumstances, when com-
pared to controls, maltreated toddlers are less
likely to show sadness or concern (0% vs. 56%)
and more likely to become distressed (89% vs.
11%) and to threaten and/or assault the other
child (33% vs. 0%). This behavior can be quite
extreme, as tllustrated below.

{In response to a peer’s distress,} an abused boy of
32 months tried to take the hand of the crying oth-
er child, and when she resisted, he slapped her on
the arm with his open hand. He then turned away

from her to look at the ground and began vocaliz-
ing very strongly, “Cut it out! CUT IT OUT!,”
each time saying it a little faster and louder. He
patted her, but when she became disturbed by his
patting, he retreated, hissing at her and baring his
teeth. He then began patting her on the back
again, his patting became beating, and he contin-
ued beating her despite her screams. (Main &
George, 1985, p. 410)

Affect Regulation

In addition to underscoring problems in peer re-
lationships, the previous anecdote highlights
the difficulties in affect regulation which are
frequently reported in traumatized youth (Ege-
land & Sroufe, 1981; Fraiberg, 1982; Gaens-
bauer, 1982; Schneider-Rosen & Cicchetti,
1984, 1991). Overall, the affective responses of
maltreated infants and toddlers tend to be less
flexible, less responsive to environmental
events, and skewed toward negative emotions
(Gaensbauer, 1982). For example, maltreated
toddlers have been found to display less plea-
sure and interest during free-play situations and
less distress than controls when approached by
a stranger or during maternal separation. This
apparent emotional blunting, however, fre-
quently gives way to extreme negative states,
including tantrums in which the child throws
himself on the floor and flails about until his or
her screams become inconsolable sobs
(Fraiberg, 1982). Significant negative states, in-
cluding expressions of both sadness and anger,
have been reported in maltreated toddlers dur-
ing a range of experimental paradigms includ-
ing free-play situations, problem-solving tasks,
and mirror self-recognition testing (Egeland &
Sroufe, 1981; Schneider-Rosen & Cicchetti,
1984; 1991). These early problems in affect
regulation observed in clinical and experimen-
tal situations may represent beginning manifes-
tations of later diagnosed mood and behavioral
disorders.

Self-Development

Like deficits in interpersonal relationships and
affect regulation, problems in self-development
manifest early. Maltreated toddlers have been
found to have problems in the development of
self-understanding, self-esteem, and self-effi-
cacy. For example, maltreated toddlers have
been found to talk about themselves and their
internal states less frequently than do controls,
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despite similarities in overall language develop-
ment (Beeghly & Cicchetti, 1994; Gersten,
Coster, Schneider-Rosen, Carlson, & Cicchetti,
1986). In addition, maltreated toddlers are sig-
nificantly more likely than controls to display a
neutral or negative response (e.g., frown or fur-
rowed eyebrows) when observing themselves in
the mirror (Schneider-Rosen & Cicchetti, 1984;
1991). They also show less self-efficacy (e.g.,
persistence) than do controls when confronted
with a problem-solving situation, despite com-
parability in intellectual development (Egeland
& Sroufe, 1981; Gaensbauer, 1982).

These disturbances in interpersonal relation-
ships, affect regulation, and self-development
represent core symptoms of disorders frequent-
ly diagnosed in older traumatized children
(e.g., conduct, depression, and dissociation dis-
orders). Early disturbances in these domains
have proven to have predictive validity in the
prospective longitudinal studies of Sroufe and
colleagues who completed psychiatric inter-
views on 168 older adolescents followed
prospectively from their mother’s third
trimester of pregnancy (Ogawa, Sroufe, Wein-
feld, Carlson, & Egeland, 1997; Renken, Ege-
land, Marvinney, Mangelsdorf, & Sroufe, 1989;
Warren, Huston, Egeland, & Sroufe, 1997). At-
tachment assessments were completed at 12
months of age, and a number of other assess-
ments of affect regulation and self-development
were completed at various intervals. The chil-
dren were considered at risk for poor develop-
mental outcomes at birth due to poverty, and a
subset of the children were later found to have
experienced significant abuse. Age of onset,
chronicity, and severity of abuse were highly
correlated with later assessments of psy-
chopathology, as were both the avoidant and
disorganized patterns of attachment.

The work of Sroufe and colleagues high-
lights the need for comprehensive interventions
for young traumatized children, as few of those
who grew up in chronically abusive and ne-
glectful environments were emotionally healthy
at follow-up (Farber & Egeland, 1987). One of
the first steps toward this goal is the proper
identification and assessment of children at
risk. One component of the assessment of the
treatment needs of traumatized infants and tod-
dlers is psychiatric diagnoses. In the next sec-
tion, we briefly discuss the diagnoses most rele-
vant to children this age. Later in the chapter
we delineate additional child and family treat-
ment foci, as interventions with traumatized in-

fants and toddlers require comprehensive mul-
tidisciplinary approaches.

Trauma Specific Diagnoses

The two most relevant psychiatric diagnoses
used with traumatized infants and toddlers are
reactive attachment disorder (RAD) and post-
traumatic stress disorder (PTSD). The fourth
edition of the Diagnostic and Statistical Manu-
al of Mental Disorders (DSM-IV; American
Psychiatric Association, 1994), is primarily
symptom focused, atheoretical, and nonetiolog-
ically based. The criteria for RAD and PTSD
diverge from this tradition, and include particu-
lar experiences presumed to be of etiologic sig-
nificance in the criteria for the diagnoses.
Specifically, a history of pathogenic care is re-
quired for the diagnosis RAD, and exposure to
a traumatic event is necessary for the diagnosis
PTSD. Although the data base supporting the
validity of these diagnoses in very young chil-
dren is extremely limited, both diagnoses are
briefly discussed given their clinical relevance.

Reactive Attachment Disorder

According to DSM-IV diagnostic criteria, RAD
is characterized by a prominent disturbance in
social relatedness evident early in life and in as-
sociation with a history of pathogenic care (for
further discussion see Scheeringa & Gaens-
bauer, Chapter 23, this volume). This distur-
bance can be predominantly “inhibited,”
marked by an inability to attach positively to
primary caregivers, or “disinhibited,” marked
by a history of indiscriminate sociability with
caregivers and others, including strangers. In
addition to the inhibited and disinhibited sub-
types of RAD included in the DSM-IV (Ameri-
can Psychiatric Association, 1994), Zeanah,
Boris, Bakshi, & Lieberman, (in press) devel-
oped criteria for additional attachment disorder
subtypes: self-endangering, inhibited, vigi-
lant/hypercompliant, and role reversed, as well
as disrupted attachment disorder.

Although the diagnosis RAD is not synony-
mous with the insecure attachment classifica-
tions generated using the Strange Situation ex-
perimental paradigm (Zeanah, Mammen, &
Lieberman, 1993), no data are available to esti-
mate the proportion of children with insecure
attachments (e.g., A, C, or D classification)
who meet diagnostic criteria for RAD. RAD
differs from the insecure attachment classifica-
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tions in that the diagnosis is believed to de-
scribe something that resides within the child
and generalizes across social situations. In con-
trast, the insecure attachment classifications are
believed to describe the quality of a specific
dyadic relationship. In very young children this
distinction may be moot, however, as in the first
3 years of life disturbances in attachment are
most often relationship specific (Zeanah et al.,
1993).

RAD describes a pattern of disturbances not
encompassed by other existing diagnostic cate-
gories in the DSM-IV (Richters & Volkmar,
1994). In addition, RAD helps define and high-
light an important foci for intervention when
working with traumatized children. As delineat-
ed further in the section on “Interventions,” the
relationship-focused work, however, is best ac-
complished when integrated into a comprehen-
sive, multifaceted treatment effort (Larrieu &
Zeanah, 1998).

Posttraumatic Stress Disorder

It is only within the past few years that the di-
agnosis PTSD has been used with infants and
toddlers (for further discussion see Luby, Chap-
ter 24, this volume). In a recent study
(Scheeringa, Zeanah, Drell, & Larrieu, 1995),
the reliability and validity of the DSM-IV and
an alternate set of criteria for PTSD were exam-
ined in a cohort of infants and young children
less than 4 years of age. The criteria for PTSD
in both systems comprise three core types of
symptoms: reexperiencing, avoidance or numb-
ing, and increased arousal. DSM-IV items that
require reports of subjective experience were
eliminated from the alternate criteria, and all
remaining items were behaviorally anchored. In
addition, a category of symptoms describing
new onset of fears and aggression following ex-
posure to the traumatic event was incorporated
into the alternate PTSD criteria for very young
children. When both the DSM-IV and the alter-
nate criteria were applied to 12 children less
than 4 years of age, none of the 12 children met
DSM-1V criteria for PTSD (Scheeringa et al.,
1995). In contrast, 9 of the 12 children met the
alternate criteria. In addition, the interrater reli-
ability for the assignment of diagnoses and the
rating of individual symptom clusters was ex-
cellent with the alternate criteria but not with
the DSM-IV criteria.

There is a growing literature on PTSD in
children, and an increasing awareness of the

importance of understanding not just the effects
of trauma on the development of PTSD but also
the impact of PTSD on overall development
(Pynoos, Steinberg, & Wraith, 1995). Further
study of the onset and course of PTSD sympto-
matology in very young children is clearly war-
ranted. The development of these alternate cri-
teria  will greatly help to promote the
completion of systematic studies of PTSD
symptomatology in traumatized infants and
toddlers. Such criteria will also help to facili-
tate psychobiological studies of well-character-
ized clinical samples of very young children.

Psychobiological Sequelae

Studies conducted with children, adolescents,
and young adults suggest that experiences of
significant trauma during childhood are associ-
ated with long-term changes in the biological
stress systems and alterations in brain develop-
ment (DeBellis et al., 1999a, 1999b; Kaufman,
Birmaher, Perel, 1997; Perry, Pollard, et al.,
1995). Preliminary studies of very young chil-
dren likewise suggest that early trauma may
promote long-term changes in resting levels of
stress (e.g., cortisol) hormones (Gunnar, 1998).
As there has been little work on the psychobio-
logical sequelae of trauma in very young chil-
dren, the remainder of this section discusses re-
search with older children.

Overall, the emerging data examining the
psychobiological sequelae of trauma in chil-
dren have been contradictory (Kaufman, 1996).
Investigators have reported both increases and
decreases in urinary catecholamine secretion
(DeBellis et al., 1999b; Rogeness, 1991), heart
rate in response to a stressor (Perry, Vigilinte, et
al., 1995), corticotropin secretion in response
to exogenous corticotropin releasing hormone
(DeBellis et al., 1994; Kaufman et al., 1993;
Kaufman, Birmaher, Perel, et al., 1997), and
basal cortisol secretion (DeBellis et al., 1999b;
Goenjian et al., 1996). In addition, hippocam-
pal brain volume reductions have not been con-
sistently reported across investigations (DeBel-
lis et al., 1999a).

Preliminary evidence suggests that some of
the heterogeneity in the psychobiological se-
quelae of trauma is related to inherent vulnera-
bility factors. For example, in one study that
administered the serotonin precursor L-5-
hydroxytryptophan (L-5-HTP) to a cohort of
depressed abused, depressed nonabused, and
normal control elementary school-age children
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(Kaufman et al., 1998), the importance of fami-
ly history of psychopathology was demonstrat-
ed in explaining variance in neuroendocrine re-
sponses. Consistent with prior human (Pine et
al.,, 1997) and nonhuman (Rosenblum et al.,
1994) primate studies showing serotonergic
system alterations in association with early ad-
verse rearing conditions, the depressed abused
children secreted significantly more prolactin
post-L-5-HTP  than did the depressed
nonabused and normal control children. In ad-
dition to the association between abuse experi-
ences and prolactin response to L-5-HTP chal-
lenge, however, family history of suicide
attempt in first- and second-degree relatives
was also significantly correlated with subjects’
responses to the neuroendocrine challenge.

Variability in psychobiological correlates of
trauma appear related to differences in clinical
picture, which are likely also mediated by in-
herent vulnerability factors. For example, the
investigation that reported significantly in-
creased urinary catecholamines studied trauma-
tized elementary school-age children with
PTSD (DeBellis et al., 1999b). The investiga-
tion that reported reduced urinary cate-
cholamines in traumatized children was con-
ducted with boys who met criteria for conduct
disorder (Rogeness, 1991). Just as evidence
suggests that neurobiological alterations associ-
ated with a history of trauma are related to fam-
ily history of psychopathology, there are like-
wise data that suggest that the type of
symptomatology traumatized children manifest
is related to family predisposition factors. For
example, the first-degree relatives of depressed
abused children are nine times more likely to
have a lifetime history of major depression than
are the first-degree relatives of normal control
children (Kaufman et al., 1998).

Data also suggest that heterogeneity in the
psychobiological correlates of trauma is related
to current psychosocial stressors and availabili-
ty of social supports. For example, in one study
(Kaufman, Birmaher, Perel, et al., 1997), al-
though depressed abused children had signifi-
cantly greater corticotropin secretion post-
corticotropin releasing hormone than did con-
trols, the increased corticotropin secretion was
only observed in depressed abused children ex-
periencing ongoing chronic adversity (marital
violence, emotional abuse, poverty, lack of sup-
ports). The corticotropin secretion of depressed
abused children living in stable home environ-
ments was comparable to that of the nonabused

children. These results are consistent with the
findings of another study that reported greater
dysregulation in cortisol diurnal secretion pat-
terns in maltreated children with fewer avail-
able supports and a history of more out-of-
home foster placements, than maltreated
children living in more stable and supportive
families (Kaufman, 1991).

Developmental factors also appear important
in mediating the psychobiological sequelae of
early trauma. For example, when compared to
children abused later in life and normal con-
trols, children physically abused during the first
3 years of life have been found to have reduced
catecholamine function as measured by
dopamine beta hydroxylase activity (Galvin,
Stilwell, Shekhar, Kopta, & Goldfarb, 1997).
Lower enzyme activity was also associated with
greater deficits in conscience development. In
another study (DeBellis et al., 1999a), earlier
onset abuse was associated with greater reduc-
tion in total brain volume and region 4 of the
corpus callosum. In addition, greater reduc-
tions in corpus callosum volume were associat-
ed with more severe avoidant and hyperarousal
PTSD symptoms, and higher scores on the
Child Dissociation Checklist. As preclinical
studies suggest that some of the stress system
and brain development changes associated with
early stress can be reversed with psychophar-
macological interventions (P. M. Plotsky, per-
sonal communication, February, 1999), longitu-
dinal clinical and psychobiological follow-up
of traumatized children is clearly warranted.

More research is needed, however, to under-
stand how inherent vulnerability and develop-
mental factors interact with experiences of
abuse and other psychosocial stressors to pro-
duce psychopathology in traumatized children.
Better understanding of the interactions among
these factors and psychobiological parameters
will (1) enhance understandings of the neurobi-
ological mechanisms that mediate the develop-
ment of specific symptomatology and (2) pro-
mote the development of more effective
multimodal interventions for traumatized chil-
dren.

Sexual Acting Out and Sexual
Offending Behavior

Most negative sequelae of trauma are nonspe-
cific and found in association with a wide array
of traumatic experiences. The development of
sexual acting out and sexual offending behav-
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ior, however, is a relatively specific conse-
quence of sexual abuse (Green, 1993). More-
over, emerging data suggest that these types of
problems are most prevalent in children sexual-
ly abused during the first 3 years of life.

The topic of sexual abuse is not typically
covered in chapters on the effects of early trau-
ma, but children less than 7 years old comprise
approximately 40% of all substantiated reports
of child sexual abuse. In 1995, there were an
estimated 15,128 substantiated cases of sexual
abuse involving children less than 3 years old,
and an estimated 36,559 substantiated cases of
sexual abuse involving children 4 to 7 years
old, with many of these children having experi-
enced abuse from early in life (U.S. Department
of Health and Human Services, 1997). More-
over, given the limited verbal capabilities of
very young children, the sexual abuse of chil-
dren less than age 3 is frequently quite severe,
requiring positive medical findings to corrobo-
rate allegations.

McClellan et al. (1996) provide the most ex-
tensive data available examining the relation-
ship between early child sexual abuse and the
emergence of sexual acting-out behaviors. They
reviewed 499 child and adolescent psychiatric
inpatients’ medical records and found that 55%
had a history of child sexual abuse and 41%
had a history of sexual-acting-out behaviors.
Children who were sexually abused during the
first 3 years of life (n = 78) were significantly
more likely than children not abused and chil-
dren abused later in life to have sexual acting-
out problems. Eighty percent of the children
sexually abused during the first few years of
life had one or more types of sexual acting-out
problems: 71% had problems with hypersexual-
ity; 37% had a history of exposing their geni-
tals, and 37% had victimized others. In con-
trast, rates of sexual-acting-out problems were
significantly lower in children sexually abused
between the ages of 7 and 12 (n = 71). Overall,
44% of these children had sexual acting-out
problems: 32% had problems with hypersexual-
ity, 10% had a history of exposing their geni-
tals, and only 10% had victimized others. The
rate of sexual behavior problems in the psychi-
atrically hospitalized children without a docu-
mented history of sexual abuse (n = 226) was
16%—a rate 80% lower than the rate reported
in the children who were sexually abused dur-
ing the first 3 years of life.

Children with the earliest sexual abuse expe-
riences were at heightened risk for adverse out-

comes due to other abuse-related factors (Mc-
Clellan et al., 1996). When compared to the
other sexually abused children, they had higher
rates of physical abuse and neglect. In addition,
their sexual abuse experiences were more likely
to have been chronic and to have involved mul-
tiple perpetrators, one of whom was a parent or
stepparent.

It is important to remember, of course, that
psychiatrically hospitalized youth are not repre-
sentative of all sexually abused children. In ad-
dition, although sexually abused children may
be at increased risk of developing sexual act-
ing-out behaviors, most sexually abused chil-
dren do not engage in sexualized behavior
(Friedrich, 1993).

While there are likely multiple possible
mechanisms by which these very early sexual
abuse experiences may lead to the development
of persistent sexual acting-out behavior prob-
lems, there are some interesting psychobiologi-
cal hypotheses worth brief discussion. Go-
nadotropin-releasing hormone inhibitor is one
medication that is currently prescribed to adult
sexual offenders (Rosler & Witztum, 1998). In-
terestingly, the first few years of life mark a pe-
riod when gonadotropin-releasing hormone is
normally secreted at very high levels. Go-
nadotropin-releasing hormone levels then fall
quite dramatically and remain low until puberty
(Neely et al., 1995). In addition, hormones
(e.g., corticotropin-releasing hormone) and
neurotransmitters (e.g., noradrenaline) released
in response to stress increase gonadotropin-re-
leasing hormone secretion (Herbison, 1997,
Rivest & Rivier, 1995). Due to the normative
elevations of gonadotropin-releasing hormone
early in life, stressful sexual abuse experiences
may be particularly pernicious during the first 3
years.

Sexual acting-out behaviors are frequently
treatment resistant, although preliminary data
does suggest they can be effectively targeted
with cognitive behavioral interventions in
preschool children (Cohen & Mannarino,
1996). In our specialty clinic for abused chil-
dren and their families (Kaufman, Birmaher,
Clayton, & Retano, 1997), we were referred
several early school-age boys with a history of
sexual abuse during the first 3 years of life.
Their problems with persistent sexual acting-
out behaviors were so severe they could not be
left unsupervised with siblings or peers. As
the majority of these children had comorbid at-
tention-deficit/hyperactivity disorder, methyl-
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phenidate was prescribed as part of a multi-
modal intervention. The combined methyl-
phenidate and psychotherapeutic interventions
had a positive effect on the sexual acting-out
behavior symptoms in many of the children
undergoing open trial treatments. Methyl-
phenidate increases dopamine  secretion
(Greenhill, 1992), and dopamine decreases
gonadotropin-releasing  hormone  secretion
(Levavi-Sivan, Ofir, & Yaron, 1995), suggest-
ing the need for more research to understand
the gonadotropin system and its possible role
in the development and maintenance of sexual
acting-out behavior in children abused early in
life. As discussed in the following section,
many factors mediate the developmental trajec-
tory of traumatized children. Better under-
standing of these factors will facilitate the de-
velopment of more efficacious multimodal
treatments.

MEDIATING FACTORS

Throughout the section on the impact of early
trauma, we highlighted multiple factors that
mediate children’s outcomes. These factors in-
teract in complex ways over time (Pynoos et al.,
1995). Still, more research is needed to under-
stand how inherent vulnerability and develop-
mental factors interact with trauma and other
psychosocial risk factors to produce variability
in the developmental outcomes of traumatized
children.

No one clinical profile characterizes trauma-
tized children, and child outcomes are not static.
They tend to change in predictable ways in re-
sponse to alterations in different mediating fac-
tors (Farber & Egeland, 1987). In addition, not
all traumatized children develop difficulties
(Briere et al., 1996). In one review of the seque-
lae of child sexual abuse it was estimated that
40% of abused children were functioning well,
with no significant trauma-related problems
(Kendall-Tackett, Williams, & Finkelhor, 1993).

This section reviews child, family, social, and
trauma-related factors that affect the outcome
of traumatized children. For example, respons-
€s to trauma are influenced by children’s age at
the time of the event, temperament, history of
preexisting psychopathology, IQ, coping styles,
and cognitive appraisal of traumatic experi-
ences (Briere et al., 1996; Kaufman & Mannar-
ino, 1995; Okun, Parker, & Levendosky, 1994;
Pynoos et al., 1996). They are also influenced

by numerous family factors including parental
psychopathology, parental substance abuse,
quality of spousal and parent—child relation-
ship, family cohesion, and support received fol-
lowing the trauma (Cicchetti & Toth, 1995;
Pynoos et al., 1995). The overall social context
of development also influences child outcomes,
with traumatic responses being affected by
poverty status, community resources, psy-
chotherapeutic interventions, and availability of
extended social supports (Erikson & Egeland,
1996; Okun et al., 1994; Kaufman & Zigler,
1989). In addition, numerous trauma-related
factors influence child outcome. These include
level of traumatic exposure, number of traumat-
ic stressors, duration of traumatic experiences,
closeness of relationship with perpetrator, sys-
tem responses (e.g., child protective services),
the need to testify in court following a trauma,
exposure to traumatic reminders, secondary ad-
versities, and losses in association with trauma
(Briere et al., 1996; Goodman et al., 1992;
Kendall-Tackett et al,, 1993; Pynoos et al.,
1995; 1996).

Of the different mediating factors that have
been identified, the availability of a supportive
parent or alternate guardian has been demon-
strated to be one of the most important factors
that distinguishes traumatized children with
good developmental outcomes from those with
more deleterious outcomes (Pynoos et al.,
1995). The importance of a positive support has
been demonstrated in studies examining the in-
tergenerational transmission of abuse (Egeland,
Jacobvitz, & Sroufe, 1988; Kaufman & Zigler,
1989), the development of depressive disorders
in maltreated children (Kaufman, 1991), the
persistence of antisocial behavior from adoles-
cence to adulthood in youth involved with pro-
tective services (Widom, 1991), and the severi-
ty of posttraumatic stress reactions in response
to a wide array of stressors (Pynoos et al.,
1995). In addition, as discussed previously, the
availability of positive supports also appears to
mediate some neurobiological alterations asso-
ciated with trauma (Kaufman, 1991; Kaufman,
Birmaher, Perel, 1997).

Whereas strengthening caregivers’ capacity
to support children is essential in work with
traumatized populations, it is important to con-
sider the full range of mediating factors in plan-
ning interventions. Although several of these
factors cannot be modified, many of them can.
We discuss these issues further in the following
section.
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INTERVENTIONS

In accordance with the data reviewed in the two
prior sections, recommended foci for interven-
tions with traumatized children are broad and
comprehensive (Kaufman & Mannarino, 1995;
Larrieu & Zeanah, 1998; Pynoos et al., 1995,
1996). They include (1) clinical symptomatol-
ogy, with recognition that traumatized children
present with a diverse range of problems neces-
sitating the use of a wide variety of interven-
tions; (2) developmental deficits, as improve-
ments in interpersonal relationships and indices
of adaptive functioning can greatly affect a
child’s long-term developmental trajectory; (3)
parental problems, including spousal violence,
substance abuse, and psychiatric disturbances;
(4) social factors, including provision of con-
crete resources; and (S) trauma-specific inter-
ventions, with recognition that many trauma-
tized children have experienced multiple forms
of adversity. Trauma-specific interventions can
include restructuring of cognitive appraisals of
the trauma, survey and restriction of exposure
to trauma-related triggers, interventions for
secondary adversities, support through court
proceedings, grief work for losses associated

with the trauma, and facilitation of permanency

planning efforts.

In recent years, a number of innovative inter-
ventions have been developed for victims of
child abuse (Cohen & Mannarino, 1996;
Finkelhor & Berliner, 1995; Larrieu & Zeanah,
1998; Wolfe & Wekerle, 1993), domestic vio-
lence (Miller & Krull, 1997), community vio-
lence (Marans, 1996; Murphy, Pynoos,
James, 1997; Osofsky, 1997a,b), and victims of
a wide range of traumas who meet criteria for
PTSD (van der Kolk, McFarlane, & Weisaeth,
1996). In addition, practice guidelines have
been developed for interventions with infants
and toddlers (American Academy of Child and
Adolescent Psychiatry, 1997). As there is sig-
nificant variation in the clinical, developmen-
tal, family, and social characteristics of trauma
victims, it is, however, unlikely that any one in-
tervention will be appropriate for all victims. In
addition, for the children most severely trauma-
tized, it is unlikely that short or single inocula-
tion interventions will make significant impact
on child outcome.

Of the different foci of intervention delineat-
ed, facilitating permanency planning efforts is
one of the most important—particularly for
victims of intrafamilial abuse (see Larrieu &

Zeanah, 1998, for an excellent description of a
permanency planning focused intervention pro-
gram for maltreated infants and toddlers). Per-
manency planning involves the systematic im-
plementation of interventions to secure a
caring, legally recognized, and continuous fam-
ily for traumatized children (Child Welfare
League of America, 1985). The aim of these ef-
forts is to maximize the likelihood of children
having at least one adult whom they identify as
a psychological parent (Goldstein, Solnit,
Goldstein, & Freud, 1996). Permanency efforts
can result in family reunification, placement
with kin, or child adoption. The role of the clin-
ician in this process is to complete assessments
of child adaptation and family functioning, to
communicate families’ strengths and weakness-
es to protective service workers, to conduct
therapeutic interventions to alleviate weakness-
es by building on child and family strengths, to
facilitate referrals for additional services as
necessary, to report changes in risk and new in-
cidents of abuse, to evaluate child attachments
over time, and to make recommendations for
treatment and permanency determinations in
juvenile court.

Last year there were slightly over 500,000

(Mhild MNafanca
children in foster care (Children’s Defense

Fund, 1998). Children less than 5 years of age
comprised more than one-third of all children
in out-of-home care (Administration for Chil-
dren and Families, 1996). While the average
length of stay in foster care is estimated at 2
years (Administration for Children and Fami-
lies, 1996), the range of time in care varies
widely for children. In some states, up to one-
third of all children who enter out-of-home care
spend the majority of their lives in “foster-care
drift’—moving from one home to the next
without ever obtaining a permanent home
(Kaufman & Zigler, 1996). In addition, the
road to permanency can be quite drawn out. For
example, in some states it is estimated to take 3
to 4 years from placement to the filing of a ter-
mination of parental rights (TPR) petition, 1 to
2 years from the filing of the petition until the
date of the court hearing to determine the TPR
ruling, and an additional 2 to 5 years to process
appeals (Cahn & Johnson, 1993).

The Adoption and Safe Families Act (Public
Law 105-89), passed in November 1997, was
designed to facilitate permanency planning ef-
forts on behalf of maltreated children. Man-
dates for achieving permanency within 15
months necessitates close clinical monitoring
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and careful case planning. The failure to allot
significant resources within this legislation for
services for traumatized children, birth parents,
and foster parents, however, minimizes the like-
lihood that the permanency goals will be
achieved.

Tragically, studies suggest that the majority
of trauma victims receive no intervention. It
has been estimated that less than half of all
confirmed cases of child maltreatment receive
any therapeutic or supportive services (McCur-
dy & Daro, 1992). Statistics for children who
witness domestic and community violence are
significantly worse. Consequently, consistent
with the views of others (Dodson & Hardin,
1997; Hardin, 1992; Kaufman & Zigler, 1996),
we believe systems changes are required to bet-
ter meet the needs of traumatized children. Ef-
fective intervention, however, is within our
reach.

CONCLUSION

The scope of the problem of childhood trauma
is enormous. In this chapter, we discussed the
effects of early trauma from multiple perspec-
tives. The data reviewed highlight the particu-
larly pernicious effects of trauma during the
first few years of life. The results of preclinical
and clinical studies suggest, however, that the
negative effects of early trauma need not be ir-
reversible. Unfortunately, far too few trauma-
tized children are provided intervention ser-
vices, and their traumas are frequently
exacerbated by system failures. The cost of
these system failures are great to the individual
and to our society as a whole. Concerted, multi-
disciplinary efforts are required to minimize fu-
ture traumatization of children and to alleviate
its devastating effects when it does occur.
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